ABSTRACr Only 12 cases of coronary artery to left atrium fistula have been reported, with successful correction in at least seven. We describe a unique case of repair of a left main coronary artery to left atrium fistula using revascularisation with general discussion of the embryology, pathophysiology, complications, and diagnosis of these fistulae, indications for operation, and guidelines for surgical management. (fig 4) . At the inferior border of the dilated chamber, a small funnel-like opening was seen, through which contrast material jetted into a normal-sized atrium (fig 5) . The right and left coronary arteries were selectively studied and found to be normal.
Case report
The patient, a 60-year-old white woman, was first seen by a cardiologist in October 1977 . She complained of fatigue and dyspnoea on exertion but there were no definite symptoms of coronary insufficiency. Examination revealed a well-developed, well-nourished lady. Blood pressure was 130/100 mm Hg. Pulse rate was 80/min and irregularly irregular. The heart was not enlarged and there were no murmurs, but an ejection click was present along the left sternal border. There was no other abnormality.
The ECG demonstrated atrial fibrillation, left axis deviation, and left ventricular hypertrophy. Laboratory examination was normal except for elevated bilirubin (27 ,umol 
PATHOPHYSIOLOGY
The haemodynamic problems and subsequent symptoms in isolated coronary artery fistulae are determined by the size of the communication and the resistance in the chamber of termination. A large shunt flow may eventually result in congestive heart failure, or the presence of cardiomegaly and electrocardiographic evidence of left ventricular hypertrophy or ischaemia may indicate early overload. Shunting of flow through the fistula and away from the myocardium, the "coronary steal" phenomenon,'7 has been demonstrated by Hudspeth and Linder. I8 COMPLICATIONS About 7% of patients have chest pain consistent with angina3 and Rittenhouse reports 3 %4 with preoperative myocardial infarction. Adequate collateral circulation probably develops in these patients compensating for the possible coronary steal. Cardiac decompensation can develop, with eventual congestive heart failure, and is more common in right-sided fistulae. Subacute bacterial endocarditis was not seen in any of the patients with left-sided fistulae but does occur in about 10% of all patients.2 1>22 Rupture of an aneurysm associated with these fistulae is very rare. Jaffe23 has shown the potential for accelerated atherosclerosis because of intimal damage secondary to high flow.
DIAGNOSIS
Most of the patients with coronary artery to cardiac chamber fistulae are symptomless but can present with cardiac decompensation and angina. A continuous murmur in an unusual location for a patent ductus arteriosus is usually the first clue to the condition. It may be associated with left heart enlargement in fistulae to the left atrium or left ventricle. The chest radiograph may also show calcification in aneurysms associated with the fistula, as in our patient. 
RESULTS OF SURGERY
Rittenhouse4 found a 2% early mortality rate in all fistulae and a 3.5% incidence of postoperative myocardial infarction. In this select series, the nine patients with coronary artery to left atrial fistula for whom data are available had one myocardial infarct and no early mortality. One patient had persistent failure and another persistent angina.
The mortality is now probably even lower as angiography and surgical technique have improved. The incidence of myocardial infarction can certainly be lowered by meticulous attention to monitoring for ischaemia and the realisation that direct myocardial revascularisation may be needed.
